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SUMMARY

Objective: This survey determined the utilisation of eye care services and associated factors among adults in the
Ashanti region of Ghana.

Design: A population-based cross-sectional descriptive study

Method: Data for this study was collected from 1615 randomly selected individuals in the Ashanti region of Ghana,
using a structured, pretested interviewer-guided questionnaire. Information regarding the accessibility and determi-
nants of, and barriers to, eye care services was based on self-reports, using the WHO Eye Care Services Assessment
Questionnaire. Inferential analyses were performed using the chi-square test for statistical significance, set at p=0.05.
Setting: Ashanti Region, Ghana

Participants: One thousand six hundred and fifteen randomly selected adults

Results: Public eye care facilities were used by 58.2% of the participants for their last eye exam. Of the participants,
47.0% had travelled less than five kilometres for their last eye exam. Waiting time and service cost were participants’
most frequently cited challenges in seeking care. No need felt (40.1%), self-medication (37.7%) and cost (22.2%)
were the most frequently mentioned barriers to seeking ophthalmic services.

Conclusion: The major challenges encountered in seeking eye care services were waiting time and cost of service.
Major barriers to ophthalmic services utilisation were no need felt, self-medication and cost. Factors such as cost, lack
of felt need and self-medication, which serve as barriers to utilising eye care services, should be addressed by stake-

holders through eye health education and promotion.
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Funding: None declared

INTRODUCTION

Blindness is one of the most tragic, but sometimes avoid-
able, disabilities, especially in the least developed coun-
tries.! Given this, the World Health Organization (WHO)
and the International Agency for the Prevention of Blind-
ness (IAPB) initiated the “VISION 2020: the right to
sight’ campaign to prevent 100 million cases of avoidable
blindness by the year 2020.2

The global burden of visual impairment and avoidable
blindness is increasing.® The preventable causes of visual
impairment and blindness account for up to 80% of the
global burden.* The least developed countries carry the
greatest burden of visual impairment, with the majority
of the global burden found in India and sub-Saharan Af-
rica.®

Cross-sectional studies conducted in developing coun-
tries have generally reported low eye care service utilisa-
tion levels.®” Ophthalmic service utilisation in some
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developed countries has also been found to be less than
ideal.® Non-affordability and poor accessibility of the ser-
vices have been identified as important reasons for the
high prevalence of avoidable, blinding eye diseases.® Ac-
cording to Di Stefano®, the lack of accessible and afford-
able eye and vision care globally is a critical barrier to
successfully eliminating avoidable blindness.

Payment for health care services in Ghana is through cash
or the National Health Insurance Scheme (NHIS). Under
the NHIS, operated by the government, citizens who pay
an annually renewable subscription fee, and elderly per-
sons (70 years and above), receive free, selected medical
services covered by the scheme, including some ophthal-
mic services.!!

Payment for health care at private health institutions is

mostly by cash, and only a small portion of the popula-
tion can afford private health care.
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Records indicate that over half the people signed up for
the NHIS are the rich; rather than the poor and vulnera-
ble, for whom it is primarily intended.*? The government
of Ghana puts the coverage rate of the NHIS at about 70%
of the population, but the actual coverage could be as low
as 18% of the poor compared to 64% of the wealthy.?

In Ghana, the introduction of the NHIS in 2003 generally
improved access to health care.'* Eye care services cov-
ered by the NHIS include consultation, cataract surgery
and refraction fees in public and private health facilities
accredited by the National Health Insurance Authority
(NHIA).**Eye care in lower-income countries, including
Ghana, is affected by an undesirable and inequitable dis-
tribution of personnel.’> A recent study to assess the pro-
gress in achieving the “Vision 2020: right to sight initia-
tive” in Ghana reported an inadequate and uneven distri-
bution of eye care human resources in Ghana.® It showed
that routine eye care services were unavailable at sub-dis-
trict and community-level facilities, making up 90% of
all health facilities nationwide. 6

Access to affordable eye care services is an important de-
terminant of eye care utilisation, a primary factor in pre-
venting avoidable visual impairment and blindness. This
study aims to determine the utilisation of ophthalmic ser-
vices and related factors among adults in the Ashanti re-
gion of Ghana. The Ashanti region was chosen for this
study because of its strategic location in Ghana. The re-
gion is centrally located in the middle belt of Ghana and
shares boundaries with six of the sixteen regions of
Ghana. Data from the region may, within reason, help in-
form the state of access to eye care services in the entire
country.

METHODS

Data and Sampling

The study used a population-based, cross-sectional, de-
scriptive design that employed a multistage sampling
technique. Inclusion criteria included: being 18 years and
over, residing in the Ashanti region of Ghana, and volun-
tarily consenting to participate in the study. A probability
technique using proportion-to-population size was em-
ployed to randomly select 50 electoral areas (the number
of electoral areas selected was dependent on the district
population) from 10 of the 43 districts in the Ashanti re-
gion of Ghana. After that, 15 households were selected
per electoral area, which comprised 750 households.
Within the households, 1,804 individuals met the inclu-
sion criteria, of which 1615 (89%) agreed to be inter-
viewed. All participants were residents of the 10 districts
randomly selected between January 2021 and June 2021.
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Data Collection

A structured interviewer-guided questionnaire was used
to obtain respondents’ socio-demographic characteristics
and information regarding accessibility, utilisation, and
barriers to eye care services. This information was based
on self-reports, using items derived from the WHO Eye
Care Services Assessment Questionnaire,” with minor
modifications. The questionnaire consisted of two sec-
tions. Section One sought information on the socio-de-
mographic characteristics of the respondents, including
gender, age, level of education and approximate monthly
income. Section Two focused on whether the participants
had ever had an eye examination; their reasons for their
last eye examination; the challenges encountered when
seeking an eye examination; and barriers to eye care ser-
vices utilisation.

All interviews were conducted by trained field workers
who were all teaching and research assistants in the De-
partment of Optometry at the Kwame Nkrumah Univer-
sity of Science and Technology, Kumasi, Ghana.

Ethical Considerations

Ethical approval for the study was obtained from the Bi-
omedical Research Ethics Committee (BREC) of the
University of KwaZulu-Natal, South Africa (Ref:
BREC/00001787/2020) and the Committee on Human
Research, Publications and Ethics of the Kwame Nkru-
mah University of Science and Technology, Kumasi,
Ghana (Ref: CHRPE/AP/006/17). Gatekeeper consent
was obtained from the Ashanti Regional Health Direc-
torate. Informed written consent was obtained from all
the survey participants. All study procedures adhered to
the tenets of the Declaration of Helsinki.

Data Analysis

The data was entered into a Microsoft Excel worksheet
(Microsoft Inc., USA), and was cleaned, coded and ex-
ported into the Statistical Package for Social Sciences
Software, Version 25 (SPSS 25). The data was then ana-
lysed using descriptive statistics. Frequencies and per-
centages were used to summarise the data, after which
inferential analyses were performed using the chi-square
test for statistical significance, which was set at p=0.05.
Results were presented in the form of tables.

RESULTS

A total of 1,615 of the 1,804 eligible individuals partici-
pated in this study, giving a response rate of 89%. The
participants’ mean age and standard deviation were
36.2+/-15.5 years, with an age range of 18-82 years.

Of the sample, 54.4% were females, and 52.0% lived in
urban districts. The 18-29-year age group was the largest
(48.7% of the respondents), followed by the 30-34-year
age group (26.7%).
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The majority of the respondents (87.7%) had some form
of secular education, and 25.6% had up to tertiary educa-
tion; 68.4% reported that they were in employment;
27.1% of respondents earned less than or equal to 500
cedis (83 US dollars, the lowest wealth index) monthly;
whilst only 0.4% earned more than 5000 cedis (826 US
dollars, the wealthiest index). In addition, 12.3% reported
being diagnosed with one or more systemic diseases:
3.9% were diabetic, 9.8% were hypertensive, and 0.3%
had sickle cell disease.

Furthermore, 34.5% reported a change in their vision
within the last two years; 85.3% of the participants re-
ported that they felt regular eye examinations were nec-
essary, even without symptoms; and 87.3% felt children
under five required eye examinations.

Factor Comparisons by Gender
Table 1 presents the predisposing, enabling and need fac-
tors of the participants, according to gender.

Table 1 Predisposing, enabling and need factors; comparisons by gender

Variable Total Males Females
(N =1615) (N =737, 45.6%) (N =878, 54.4%)
n (%) n (%) n (%) p-value*
Predisposing factors
Age (mean, SD) 36.2 (15.6) 35.1(14.7) 37.2(16.2) <0.001
Age groups (years)
18-29 787 (48.7) 370 (50.2) 417 (47.5) 0.094
30-44 413 (26.7) 204 (27.7) 227 (25.9)
45-59 227 (14.1) 102 (13.8) 125 (14.2)
6074 127 (7.9) 47 (6.4) 80(9.1)
>75 43 (2.7) 14 (1.9) 29 (3.3
Enabling factors
District
Amansie South 129 (8.0) 53(7.2) 76 (8.7) <0.001
Asokore Mampong 279 (17.3) 134 (18.2) 145 (16.5)
Asokwa 215 (13.3) 97 (13.2) 118 (13.4)
Atwima Nwabiagya 182 (11.3) 89 (12.1) 93 (10.6)
Bosomtwe 186 (11.5) 62 (8.4) 124 (14.1)
Ejisu 151 (9.3) 75 (10.2) 76 (8.7)
Kumawu 101 (6.3) 34 (4.6) 67 (7.6)
Amansie West 116 (7.2) 41 (5.6) 75 (8.5)
Offinso North 60 (3.7) 27 (3.7) 33(3.8)
Old Tafo 196 (12.1) 125 (17.0) 71(8.1)
Level of education
None 199 (12.3) 62 (8.4) 137 (15.6) <0.001
Primary 124 (7.7) 29 (3.9) 95 (10.8)
Intermediate 449 (27.8) 172 (23.3) 227 (31.5)
Secondary 429 (26.6) 215 (29.2) 214 (24.4)
Tertiary 414 (25.6) 259 (35.1) 155 (17.7)
Employed 1103 (68.3) 527 (71.5) 576 (65.6) 0.011
Monthly income (cedis)
<500 439 (27.1) 164 (22.3) 274 (31.2) <0.001
501 - 1000 364 (22.5) 182 (24.7) 182 (20.7)
1001 — 2000 220 (13.6) 117 (15.9) 103 (11.7)
2001-4999 75 (4.6) 59 (8.0) 16 (1.8)
>5000 6(0.4) 5(0.7) 1(0.2)
Needs factors
Presence of systemic disease
Diabetes 63 (3.9) 17 (2.3) 46 (5.2) 0.488
Hypertension 159 (9.8) 52 (7.1) 107 (12.2) 0.138
Sickle cell disease 5(0.3) 0(0.0) 4(0.5) 0.135
Observed change in vision inthe last 557 (34.5) 228 (30.9) 329 (37.5) 0.006
two years
Think children under five need eye = 1410 (87.3) 639 (86.7) 771 (87.8) 0.504
examinations
Think regular eye examinations are 1377 (85.3) 655 (88.9) 722 (82.2) <0.001
important
Visiteye clinic any time they havean = 279 (17.3) 126 (17.1) 153 (17.4) 0.984
eye problem
Period since last eye examination
Less than a year 211 (13.0) 87 (11.8) 124 (14.1) <0.001
1to 2 years 194 (12.0) 110 (14.9) 84 (9.6)
60
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2 to 3 years 96 (5.9)
3 to 5 years 85 (5.3)
More than 5 years 82 (5.1)
Don’t remember 23 (1.4)

57 (7.7)
33 (4.5)
39 (5.3)
7(0.9)

Predisposing Factors

There was a significant gender difference in the mean age
of the participants (males: 35.1; females: 37.2, p <0.001).
However, there was no significant gender difference in
terms of the age groups of the participants (p = 0.094).

Enabling Factors

Table 1 also shows that a significantly higher proportion
of females did not have any form of education (males:
8.4%; females: 15.6%). In addition, significantly more
males had secondary (males: 29.2%; females: 24.4%)
and tertiary (males: 35.1%; females: 17.7%) education
(p<0.001). Table 1 goes on to show significant gender
differences in constituency (p < 0.001), employment sta-
tus (p = 0.011) and monthly income (p < 0.001).

Need Factors

The result indicated significant gender differences in the
participants with regards to vision problems (p = 0.006);
participants who thought regular eye examinations were
important (p < 0.001); and the period since the last eye
examination (p = 0.001). However, there was no signifi-
cant gender difference in participants’ systemic health,
which included diabetes (p = 0.488), hypertension (p =
0.138) and sickle cell anaemia (p = 0.135).

Factors related to eye care utilisation and accessibility
Of the 1615 participants, only 691 (42.8%) had ever had
an eye examination. Of those who had previous eye ex-
amination, 333 (48.2%) were males, while 358 (51.8%)
were females. Table 2 presents the distribution of factors
related to eye care utilisation and accessibility for the re-
spondents.

Public eye care facilities were used by 58.2% of the par-
ticipants for their last eye examination. Only 18.0% uti-
lised private facilities. Significantly more females uti-
lised public facilities compared to males (67.3% vs.
48.3%, p<0.001). Males were found to be significantly
more likely to have utilised private facilities, compared
to females (22.5% versus 15.4%, p<0.001). A signifi-
cantly higher proportion of males (11.4%) had their last
eye examination at the premises of the Driver and Vehi-
cle Licensing Authority (DVLA) as a requirement for
their drivers’ license renewal, compared to females
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39 (4.4)
52 (5.9)
43 (4.9)
16 (1.8)

(1.1%), p<0.001. Almost one in ten (9.7%) of the partic-
ipants had their last eye examination during eye screen-
ing exercises.

The results of the study indicated that only 47% of the
participants had travelled less than five kilometres to seek
eye care and their last eye examination; and fewer than
two-out-of-five (39.2%) spent less than an hour at the fa-
cility. There was no significant gender difference in dis-
tance travelled to seek eye care and time spent at the fa-
cility (p=0.065 and p=0.499, respectively). More than
two thirds (66.7%) accessed the facility in less than an
hour and 0.2% reported taking more than four hours to
reach the facility.

The majority (86.3%) of the participants reported being
satisfied with the care they received during their last eye
examination. Only 0.9% and 4.9% of the respondents
rated the care received as very poor and poor, respec-
tively. The other ratings for the care received by the par-
ticipants in their last eye examinations were good
(32.0%); satisfactory (18.9%); very good (24.2%); and
excellent (10.7%). Females were significantly more sat-
isfied with the care received, compared to males
(p=0.002).

The result further shows that the major reasons cited for
seeking eye care were difficulty with distance vision
(32.0%) and for a routine eye examination (21.9%). Dif-
ficulty with near vision (0.3%) was the reason least-cited
by the participants for seeking their last eye examina-
tions.

Challenges encountered during last eye examination
Among the 691 respondents who had ever had an eye
exam, 249 (36%) reported encountering challenges in
seeking care at their last eye examination. Table 3 shows
the distribution of reported challenges encountered in
seeking eye care.
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Table 2 Factors related to eye care utilisation and accessibility

Accessed variable Total
(N =691, 42.8)
n (%)

Facility type for last eye examination

Public eye clinic 402 (58.2)
Private eye clinic 130 (18.8)
Community-based Health Planning and Services 6 (0.9)
Centre (CHPS)

DVLA 42 (6.1)
During eye screening 67 (9.7)
Others 3(0.4)
Not specified 41 (5.9)
Distance travel to facility (kilometres)

Less than 5 326 (47.0)
5-10 253 (36.5)
More than 10 54 (7.8)
Time spent at the facility (hours)

Less than an hour 272 (39.2)
1-2 252 (36.4)
2-4 86 (12.4)
More than 4 32 (4.6)
Time taken to the facility (hours)

Less than an hour 462 (66.7)
1-2 155 (22.4)
2-4 24 (3.4)
More than 4 2 (0.5)
Satisfied with care given 598 (86.3)
Rating of eye care services

Very poor 6 (0.9)
Poor 34 (4.9)
Good 222 (32.0)
Satisfactory 131 (18.9)
Very good 168 (24.2)
Excellent 74 (10.7)
Reason For Last Eye Examination

Routine eye exams 152 (21.9)
Distant vision difficulty 222 (32.0)
Near vision difficulty 2(0.3)
Pain 132 (19.0)
Tearing 119 (17.2)
Discharge 33(4.8)
Headache 8 (1.2)
Itchy eyes 105 (15.2)
Acquiring driver’s license 40 (5.8)
Others 62 (8.9)

Table 3 shows that the major challenges reported by the
participants when seeking eye care were waiting time
(males: 78.0%; females: 62.7%) and cost (males: 39.8%;
females 36.5%). Significantly more males than females
reported waiting time (males: 78.0%; females: 62.7%, p
=0.008) as a challenge encountered in seeking care,
whereas caregiver attitude (p=0.008) and the quality of
care (p =0.005) were significantly more important for the
females than the males.
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Males Females p-value*
(N =333, 48.2%) (N =358, 51.8%)

n (%) n (%)

161 (48.3) 241 (67.3) <0.001
75 (22.5) 5 (15.4)

4(1.2) 2(0.6)

38 (11.4) 4(1.1)

32(9.6) 35(9.8)

0 (0.0) 3(0.8)

23(6.9) 18 (5.0)

137 (41.0) 189 (52.6) 0.065
125 (37.4) 128 (35.7)

31(9,3) 23 (6.4)

125 (37.4) 147 (40.9) 0.499
114 (34.1) 138(38,4)

41(12.3) 45(12.5)

19(5.7) 13(3.6)

210 (62.9) 252 (70.2) 0.436
75 (22.5) 80 (22.3)

11 (3.2) 13 (3.6)

2(0.3) 0(0.0)

271 (81.1) 327 (91.1) 0.002
4(1.2) 2 (0.6) 0.001
28 (8.4) 6 (1.7)

104 (31.1) 118 (32.9)

56 (16.8) 75 (20.9)

73(21.9) 95 (26.5)

30(9.0) 44 (12.3)

92 (27.5) 60 (16.7) <0.001
106 (31.7) 116 (32.3) 0.918
0 (0.0) 2 (0.6) 0.173
39 (11.7) 93 (25.9) <0.001
36 (10.8) 83(23.1) <0.001
8(2.4) 25 (7.0) 0.005
5(1.5) 3(0.8) 0.410
32(9.3) 73 (20.3) <0.001
36 (10.8) 4(1.1) <0.001
34 (10.2) 28 (7.8) 0.260

There was a significant age variation in participants’ re-
port of waiting time (p <0.001) and quality of service (p
<0.001) as challenges encountered when seeking eye
care. Level of education significantly varied among the
subjects citing waiting time (p = 0.004); cost of service
(p =0.007); and quality of service (p <0.001), as chal-
lenges encountered when seeking eye care. The monthly
income of the respondents was found to only be signifi-
cantly associated with cost (p =0.027) of service (see Ta-
ble 3).

www.ghanamedj.org Volume 57 Number 1 March 2023

Copyright © The Author(s). This is an Open Access article under the CC BY license.


http://www.ghanamedj.org/

Original Article

Table 3 Challenges encountered in seeking eye care

Variables Distance to Cost Self-medica-
facility tion
n (%) n (%) n (%)
Gender
Male 26 (5.7) 82 (17.9) 161 (35.1)
Female 23(4.1) 143 (25.8) 221 (39.8)
p=0.261 p =0.003 p=0.121
Age Group
18 -29 26 (5.3) 105 (21.2) 170 (34.3)
30-44 11 (3.9) 45 (16.1) 102 (36.6)
45 -59 5(3.8) 33(25.4) 67 (51.5)
60— 74 3(3.8) 24 (30.0) 32 (40.0)
>175 4(13.3) 18 (60.0) 11 (36.7)
p =0.210 p <0.001 p <0.001
Level of education
None 6 (4.9) 52 (42.3) 75 (61.0)
Primary 3(3.8) 35 (44.3) 34 (43.0)
Intermediate 17 (5.9) 84 (29.2) 102 (35.4)
Secondary 6 (1.9) 33(10.6) 109 (35.2)
Tertiary 17 (7.9) 21 (9.8) 62 (39.0)
p =0.026 p <0.001 p <0.001
Monthly income (cedis)
Not employed 20 (5.8) 86 (25.1) 100 (29.2)
<500 7 (2.6) 73 (26.6) 116 (42.3)
501 - 1000 14 (6.3) 57 (25.4) 85 (37.9)
1001 — 2000 5(4.1) 9(7.4) 51 (41.8)
2001-4999 3(6.3) 0 (0.0) 29 (60.4)
>5000 0 (0.0) 0 (0.0) 1(0.4)
p=0.370 p <0.001 p <0.001

Reputation of Use of tradi- No need felt Time N
the facility tional means

n (%) n (%) n (%) n (%)

1(0.2) 8 (1.7) 171 (37.3) 21 (4.6) 459
4 (0.7) 5(0.9) 236 (42.5) 28 (5.0) 555
p =0.255 p =0.235 p =0.089 p=0.728

4 (0.8) 3(0.6) 204 (41.2) 32 (6.5) 495
1(0.4) 1(0.4) 126 (45.2) 8 (2.9) 279
0 (0.0) 1(0.8) 38 (29.2) 7 (5.4) 130
0(0.0) 7 (8.8) 32 (40.0) 2 (2.5) 80
0(0.0) 1(3.3) 7 (23.3) 0(0.0) 30
p =0.682 p <0.001 p=0.011 p=0.101

0 (0.0) 1(0.8) 20 (16.3) 1(0.8) 123
0 (0.0) 0 (0.0) 26 (32.9) 0 (0.0) 79
0(0.0) 8 (2.8) 133 (46.2) 10 (3.5) 288
4 (1.3) 4(1.3) 145 (46.8) 25(8.1) 310
1(0.5) 0(0.0) 83 (38.8) 13 (6.1) 214
p=0.168 p =0.058 p <0.001 p <0.001

3(0.9) 8 (2.3) 147 (43.0) 11 (3.2) 342
1(0.4) 0(0.0) 105 (38.3) 12 (4.4) 274
0 (0.0) 1(0.4) 92 (41.1) 10 (4.5) 224
0(0.0) 4(3.3) 47 (38.5) 14 (11.5) 122
1(2.1) 0(0.0) 13 (27.1) 2(4.2) 48
0(0.0) 0(0.0) 3 (75.0) 0 (0.0) 4
p=0.377 p=0.031 p =0.208 p =0.015

N, total sample per category; n, frequency; %, percentage frequency; p, Pearson Chi-Square

DISCUSSION

The study evaluates access to the services for adults, and
barriers to their utilisation, in the Ashanti region of
Ghana. Our study showed that most (58.2%) participants
had their last eye examination in a public eye care facil-
ity, whilst 18.0% utilised private facilities for their last
eye examination. The choice of public-funded eye clin-
ics, rather than private, by the majority of the respond-
ents, may be due to the direct cost of the service, which
is cheaper at the public facilities than the private ones. In
addition, the NHIS coverage renders public facilities
more affordable. Private eye care services are more
costly compared to public services and are often beyond
the means of the poor in most lower-income countries.®

Only 42.8% of the respondents had ever had their eyes
examined, which is cause for concern. Less than two out
of five (39.2%) of those who had ever had their eyes ex-
amined travelled less than five kilometres to seek eye
care, which raised proximity to the nearest eye care facil-
ity as an important factor in providing accessible eye care
services. The cost of transportation, related to proximity,
has the potential to be a barrier to seeking eye care at
these facilities.

Studies in Ghana®®, Nigeria®® and Fiji?* have found that
the cost of transport and distance to eye care facilities are
barriers to eye care utilisation.
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Proximity is not limited to developing countries: O’Con-
nor et al.?! listed proximity and convenience as main fa-
cilitators of eye care services use in Australia, citing
transport and the need for an accompanying person as
barriers to utilising low-vision services. Wang et al.?
also found that limited access was a barrier to treating
glaucoma among African American Medicare beneficiar-
ies. The satisfaction expressed with the care received dur-
ing the last eye examination was remarkable (86%)
among the participants, which is a good outcome, as a
happy patient is likely to recommend the use of eye care
facilities to other people and is also more likely to comply
with treatment. This finding may indicate that the expec-
tations of most patients were met at the ophthalmic facil-
ities visited. The result compares with that of a study in
the Upper East region of Ghana,? which reported overall
satisfaction of 90% among patients attending the eye
clinic. Studies in Uganda®*, Nepal®®, Central India?® and
Brazil?” showed overall satisfaction of 79%, 74%, 78%,
and 77%, respectively, all relatively lower than in this
study. The varying levels of satisfaction may be due to
the different ways the services were measured, study
population or socio-cultural differences.

Waiting time and service cost were participants’ most
frequently cited challenges in seeking care. This is in
agreement with studies conducted in the central region of
Ghana *® and Edo State, Nigeria®®, which also found cost
and waiting time to be the major challenges faced in
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seeking eye care services. Ndegwa et al.?® and Elam and
Lee? also reported a lack of finance as one of the main
challenges faced in seeking eye care in Kenya. In many
rural areas and some urban centres in Africa, poverty is a
major issue, and for that reason, the cost of eye care ser-
vices and transportation costs to eye care facilities put eye
care beyond the reach of the underprivileged. Hence,
conditions which could have been treated when time-
ously presented to eye care facilities may result in avoid-
able visual impairment and blindness.

The lack of felt need, self-medication and cost were the
main barriers to using eye care services among the re-
spondents. No perceived need to seek eye care is con-
cerning, as this may result from trivialising the signs and
symptoms of eye conditions. Visual problems can be
asymptomatic in the initial stages, and delays in seeking
treatment can result in irreversible vision loss. This is
consistent with other studies that reported a lack of felt
need as a reason for not seeking eye care.'®18

Self-medication as a barrier to seeking professional oph-
thalmic care was common in other studies, especially in
developing countries such as Malawi.*® Nigeria® and
Egypt.3? Although this study did not investigate the rea-
sons for self-medication among the respondents, it can be
ascribed to challenges of accessibility, availability and
affordability of the ophthalmic services, as supported by
evidence from several studies.®!%333 Cost as a barrier
has also been found in other studies in Ghana'®'® and
other countries.”283%

A major limitation of the study was the use of 10 of the
43 districts in the region due to logistical constraints and
having to observe COVID-19 protocols throughout the
data collection period. Another limitation is the exclusion
of persons below 18 years, which might have affected the
study outcomes, as paediatric eye care services are some-
times inadequate in developing countries regarding facil-
ities, equipment and skilled professionals. Also, the fac-
tors analysed in this study were assessed through self-re-
porting and were subject to recall bias and the possible
effects of social desirability.

The GHS (Ghana Health Services) should mandate and
resource the National Eye Care Unit (NECU) to promote
and integrate eye health at all levels of healthcare deliv-
ery. The government of Ghana and the various stakehold-
ers in eye care in Ghana need to focus on strategies to
address factors such as cost and waiting time, which
serve as barriers to utilising eye care services. Lack of felt
need and self-medication, as barriers, should also be ad-
dressed through eye health education and promotion, em-
phasising the benefits of routine eye examinations and
the likelihood of preventing visual impairment and
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blindness when eye problems are presented for timely
management.

CONCLUSION

This study revealed inadequate access to eye care ser-
vices as a significant barrier to eye care utilisation in the
region concerned. The major challenges encountered in
seeking eye care were waiting time and cost of service.
Major barriers to ophthalmic services utilisation were the
lack of felt need, self-medication and cost. The GHS need
to establish programmes that would make eye care acces-
sible to the underserved, thereby minimising the unmet
need for the services in the region. Implementing preven-
tive measures, such as monthly or quarterly vision
screening at the sub-district level, may improve access to
eye care at the district level.

ACKNOWLEDGEMENT

The assistance of teaching and research assistants of the
Department of Optometry and Visual Science, Kwame
Nkrumah University of Science and Technology, in the
2020/2021 academic year is gratefully acknowledged.
Our gratitude is extended to the Ashanti Regional Direc-
tor of Health Services and all study participants.

REFERENCES

1. Resnikoff S, Pascolini D, Etya’Ale D, Kocur I, Para-
rajasegaram R, Pokharel GP, et al. Global data on
visual impairment in the year 2002. Bull World
Health Organ. 2004;82:844-51.

2. McGavin DDM. The global initiative for the elimi-
nation of avoidable blindness—Vision 2020: The
Right to Sight. Community Eye Health J,
1999;12(30):32.

3. World Health Organization, “Visual Impairment and
Blindness,” Fact Sheet No. 282, 2012.
http://www.who.int/mediacentre/fact-
sheets/fs282/en. Accessed March 12, 2021

4. Pascolini D, Mariotti SP. Global estimates of visual
impairment: 2010. Br J Ophthalmol.
2012;96(5):614-8.

5. Lewallen S, Courtright P. Blindness in Africa: pre-
sent situation and future needs. Br J Ophthalmol.
2001;85(8):897-903.

6. Dandona R, Dandona L, Naduvilath TJ, McCarty
CA, Rao GN. Utilisation of eyecare services in an
urban population in southern India: the Andhra Pra-
desh Eye Disease Study. Br J Ophthalmol.
2000;84(1):22-7.

7. Nirmalan PK, Katz J, Robin AL, Krishnadas R, Ra-
makrishnan R, Thulasiraj RD, et al. utilisation of eye
care services in rural south India: the Aravind Com-
prehensive Eye Survey. Br J Ophthalmol.
2004;88(10):1237-41.

www.ghanamedj.org Volume 57 Number 1 March 2023

Copyright © The Author(s). This is an Open Access article under the CC BY license.


http://www.ghanamedj.org/

Original Article

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

65

Jin Y-P, Trope GE. Eye care utilisation in Canada:
disparity in the publicly funded health care system.
Can J Ophthalmol. 2011;46(2):133-8.

Silva JC, Bateman JB, Contreras F. Eye disease and
care in Latin America and the Caribbean. Surv Oph-
thalmol. 2002;47(3):267—74.

Di Stefano A. World optometry: the challenges of
leadership for the new millennium. Optometry.
2002;73(6):339-50.

Yeboah-Mensah M. The Socio-Economic Factors
that affect utilisation of Health Care Services by the
exempt Groups under the National Health Insurance
Scheme in Ghana. University of Ghana; 2015.
Kotoh AM, Van der Geest S. Why are the poor less
covered in Ghana’s national health insurance? A
critical analysis of policy and practice. Int J Equity
Health. 2016;15(1):1-11.

Ocansey S, Kumi-Kyereme A, Awusabo-Asare K,
llechie AA, Boadi-Kusi SB, Abraham CH. Utilisa-
tion of eye care services among Ghanaian elderly
population: Evidence from a peri-urban community.
Ophthalmol Res. 2013;1:89-101.

Alhassan RK, Nketiah-Amponsah E, Arhinful DK.
A review of the National Health Insurance Scheme
in Ghana: what are the sustainability threats and pro-
spects? PLoS One. 2016;11(11):e0165151.

llechie AA, Otchere H, Darko-Takyi C, Halladay
AC. Access to and Utilisation of eye Care Services
in Ghana. Int J Heal Res. 2013;6(3):7-14.

Morny EKA, Boadi-Kusi SB, Ocansey S, Kyei S,
Yeboah K, Mmaduagwu MA. Assessing the pro-
gress towards achieving “VISION 2020: the right to
sight” initiative in Ghana. J Environ Public Health.
2019;20109.

World Health Organization. Eye care service assess-
ment tool. World Health Organization.
2016. https://apps.who.int/iris/han-
dle/10665/250640. Accessed March 12, 2021
Merepa S, Akowuah P, Abazele A, Gyamfi JA,
Adjei-Anang J. Barriers to utilisation of eye care ser-
vices in the Upper East Region, Ghana. Adv Oph-
thalmol Vis Syst. 2017;7(6).

Ebeigbe JA, Ovenseri-Oghomo GO. Barriers to uti-
lisation of eye care services in rural communities in
Edo State, Nigeria. Borno Med J. 2014;11(2):98-
104.

du Toit R, Ramke J, Naduvilath T, Brian G. Aware-
ness and use of eye care services in Fiji. Ophthalmic
Epidemiol. 2006;13(5):309-20.

O’Connor PM, Mu LC, Keeffe JE. Access and utili-
sation of a new low-vision rehabilitation service.
Clin Experiment Ophthalmol. 2008;36(6):547-52.
Wang F, Javitt JC, Tielsch JM. Racial variations in
treatment for glaucoma and cataract among

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Medicare  recipients.
1997;4(2):89-100.
Baba I. Experiences in quality assurance at bawku
hospital eye department, Ghana. Community Eye
Health J, 2004;17(50):31.

Whitworth J, Pickering H, Mulwanyi F, Ruberant-
wari A, Dolin P, Johnson G. Determinants of attend-
ance and patient satisfaction at eye clinics in south-
western Uganda. Health  Policy  Plan.
1999;14(1):77-81.

Gurung K, Baniya B, Rai N, Pokharel NR, Shrestha
MK, Poudyal G, et al. Patient’s perception towards
the eye health care system in a tertiary eye care cen-
tre in Nepal. Nepal Med Coll J. 2006;8(2):115-7.
Sudhan A, Khandekar R, Deveragonda S, Devi S,
Jain BK, Sachan R, et al. Patient satisfaction regard-
ing eye care services at tertiary hospital of central
India. Oman J Ophthalmol. 2011;4(2):73.

Oliveira DF de, Arieta CEL, Temporini ER, Kara-
José N. Quality of health care: patient satisfaction in
a university hospital. Arg Bras Oftalmol.
2006;69(5):731-6.

Ndegwa LK, Karimurio J, Okelo RO, Adala HS.
Barriers to utilisation of eye care services in Kibera
slums of Nairobi. East Afr Med J. 2005;82(10).
Elam AR, Lee PP. Barriers to and Suggestions on
Improving Utilisation of Eye Care in High-Risk In-
dividuals: Focus Group Results. Racette L, editor.
Int Sch Res Not [Internet]. 2014;2014:527831.
Available from:
https://doi.org/10.1155/2014/527831

Bisika T, Courtright P, Geneau R, Kasote A,
Chimombo L, Chirambo M. Self treatment of eye
diseases in Malawi. African J Tradit Complement
Altern Med. 2009;6(1).

Ajayi IA, Omotoye OJ, Ajite KO, Fadamiro CO,
Ajayi EA. Self medication practices among patients
seen in A suburban tertiary eye care centre in Nige-
ria. Asian J Med Sci. 2014;5(2):85-90.

Lane SD, Millar MI. The” hierarchy of resort” reex-
amined: status and class differentials as determinants
of therapy for eye disease in the Egyptian delta. Ur-
ban Anthropol Stud Cult Syst World Econ Dev.
1987;151-82.

Potter A, Debrah O, Ashun J, Blanchet K. Eye health
systems assessment (EHSA): Ghana country report.
Ghana Heal Serv Int Cent Eye Heal Sightsavers.
2013;1-9.

Piyseana MMPN, Murthy GVS. Availability of eye
care infrastructure and human resources for manag-
ing diabetic retinopathy in the western province of
Sri Lanka. Indian J Ophthalmol. 2020;68(5):841.
Orr P, Barr6n Y, Schein OD, Rubin GS, West SK.
Eye care utilisation by older Americans: the SEE
project. Ophthalmology. 1999;106(5):904-9.

Ophthalmic  Epidemiol.

www.ghanamedj.org Volume 57 Number 1 March 2023

Copyright © The Author(s). This is an Open Access article under the CC BY license.


http://www.ghanamedj.org/
https://apps.who.int/iris/handle/10665/250640
https://apps.who.int/iris/handle/10665/250640

Original Article

66
www.ghanamedj.org Volume 57 Number 1 March 2023

Copyright © The Author(s). This is an Open Access article under the CC BY license.


http://www.ghanamedj.org/

